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’ . LUDWIG’S ANGINA. 

REPORT OF A CASE. 

By Gwilym G. Davis, M.D., 

SURGEON TO EPISCOPAL, ST. JOSEPH’S, AND ORTHOPEDIC HOSPITALS, PHILADELPHIA. 

Ludwig’s angina is an infectious inflammation of the cellular 
tissue in the floor of the mouth, beneath the jaw, also behind it and 
down the neck as far often as the clavicle and sternum. The follow¬ 
ing case illustrates its pathology and treatment. It is often fatal. 

C. R., male, aged twenty years, had had a bad tooth in the lower 
jaw, right side, for some time. A week previously the neck began 
to swell and later rapidly increased, until on admission he was only 
able to part the jaws less than a centimetre; the tongue was thick 
and filled the mouth, and it was also pushed upward by the swelling 
on the floor of the mouth. The neck was enormously swollen, the 
swelling extending from the zygoma above to the clavicle and sternum 
below, and from the edge of the trapezius muscle on one side to be- 
.yond the median line on the other. He had stertorous breathing, 
difficulty in swallowing, and could only talk in a whisper. Under 
primary anaesthesia an incision was made in the line of the anterior 
edge of the sternomastoid muscle and two rubber drainage-tubes 
passed parallel to the jaw and brought out near the median line. 
Only a very small amount—a few drops—of pus was obtained. The 
temperature was 101° F.; pulse 120; respiration 24. 

The case is interesting for several reasons. The photograph, 
which w*as taken about the second or third day after operation, shows 
the swelling extending up to the zygoma. The swelling around 
the lower part of the neck is not shown, having disappeared, owing 
to the drainage. 

The fact that the patient could only speak in a whisper and the 
noisy respiration showed that there was oedema of the larynx and 
probably compression of the trachea. That the oesophagus was 
compressed was shown by the trouble in swallowing. The greatest 
swelling was between the jaw and the clavicle. Immediate relief 
was required. While there was a feeling of fluctuation, no collection 
of liquid was found on operating. It was decided to place the in¬ 
cision some distance below the angle .of the jaw, so as to avoid any 
superficial veins, for there is not infrequently a communication 
between the external and internal jugulars at this point, or the tem- 
poromaxillary and facial veins may there be encountered. As soon 
as the deep fascia was opened a closed hsemostat was pushed ahead 
into the tissues and opened. In this way two passages were tun¬ 
nelled upward to beneath the lower jaw; also two across the neck, 
one curving upward toward the jaw and the other downward toward 

VOL. 127, MO. 2.—FEBRUARY, 1904. 18 



264 


davis: ludwig’s angina. 


the clavicle and sternum. Drainage-tubes were placed in each. No 
distinct collection of pus was found. The tubes were surrounded 
with gauze. A culture showed an unmixed growth of virulent strep¬ 
tococci. The symptoms improved slightly by the next day, but not 
to the extent desired, and as there was practically no discharge from 
the tubes, the gauze dressing was removed and substituted by a flax¬ 
seed poultice. I thought that any further infection could only be for 
the better, and the poultice, I felt sure, would hasten and favor reso¬ 
lution. This it apparently did, for the 
next day the discharge of pus began, 
and the temperature had reached nor¬ 
mal. On the fifth day after operation 
the discharge of pus was more free and 
(he patient was taking solid food. He 
was dismissed on the tenth day, with the 
discharge almost stopped, and his gen¬ 
eral and local conditions excellent. 

Some authors regard the disease as 
resembling erysipelas. This seems to 
me to be so only to a small extent. I 
believe it to be a distinctly local con? 
dition, propagated by travelling by di¬ 
rect continuity of tissue and capable of 
being relieved by free opening of the 
infected area. The safest way of mak¬ 
ing this opening is by pushing the nose 
of a haemostatic forceps carefully into 
the tissue and opening the blades and so working one’s way onward. 
The large bloodvessels of the neck did not appear to be pushedup near 
the surface by the effusion, but lay probably close to their normal 
position posteriorly. There was a direct causal relation between 
the diseased teeth and the onset of the inflammation. This fact, 
together with the prompt subsidence of both local and constitutional 
symptoms, as the result of local treatment alone, all point to the 
disease as being a distinct local infection and not erysipelatous in 
character. Complete anaesthesia is dangerous in these cases, and 
the safest course would be to use local amesthesia or none. In this 
case it was simply used to deaden the skin incision. 




